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Abstract
Henoch–Schoenlein purpura is a leukocytoclastic vasculitis of childhood characterized by abdominal pain, bloody
diarrhea, petechiae, and potential risk of renal involvement. Endoscopy of the small bowel shows ulcerous hemorrhagic
enteritis, together with a wide range of elementary lesions. This article is part of an expert video encyclopedia.
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Video Related to this Article
Techniques
Video capsule endoscopy (VCE), esophagogastroduodeno-
scopy, Ileocolonoscopy, and push enteroscopy.
Materials
• VCEs: PillCam SB1; Given Imaging, Yoqneam, Israel.
• Endoscopes.
J Fujinon Gastroscope EG-590 WR, Fujiﬁlm, Tokyo,
Japan.
J Fujinon Colonoscope EC-410 CM, Fujiﬁlm, Tokyo,
Japan.
Background and Endoscopic Findings
Henoch–Schoenlein purpura (HSP) is the most common
vasculitis in childhood, characterized by acute onset of ab-
dominal pain and bloody diarrhea, caused by ulcerous
hemorrhagic enteritis. Petechiae, the characteristic skin le-
sions, can develop later than abdominal manifestation, thus
potentially delaying correct diagnosis. Skin biopsies show
characteristic leukocytoclastic vasculitis. In about half of the
children, renal involvement is observed.1 Early application of
steroids may have a beneﬁcial impact on clinical outcome and
prevention of persistent renal disease.2 Manifestation in adults
is possible but very rare. Renal manifestation with persisting
impairment is the most severe complication, requiring im-
munosuppressive therapy.3
Typical endoscopic images show hemorrhagic ulcerous
enteritis. A wide range of elementary lesions such as edema;
erythema; focal villous atrophy; and lymphangiectasia char-
acterized by white villi, erosions, deep and superﬁcial, often
serpiginous, widespread ulcers, hemorrhage, and inﬂamma-
tory stenosis can be observed. As in Crohn’s disease, segments
of normal mucosa are present. However, involvement of the
proximal small bowel including the duodenum is frequently
seen, and the severity of lesions does not typically increase
toward the distal small bowel. In Crohn’s disease, proximal
involvement is often characterized by single small erosions,
focal erythema, or focal villous atrophy, followed by more
severe ulcerations in the distal ileum.
Colonic involvement may be observed in single cases
with HSP.4
According to the European League against Rheumatism
criteria, diagnosis of HSP can be made if petechiae with lower
limb predominance occur (mandatory) and three out of the
following four criteria: abdominal pain, histopathology
immunoglobulin A (IgA), arthritis or arthralgia, and renal
involvement.5
Tips and Tricks
In diffuse small bowel diseases, extent may be assessed via
capsule endoscopy,6–10 whereas duodenoscopy, ileoscopy, or
push enteroscopy might be sufﬁcient to obtain representative
biopsy samples.
If concerned about potential capsule retention, application
of the self-dissolving patency capsule in advance might be
considered.11
Renal involvement with proteinuria and reduced ﬁltration
rate may occur later in the course of the disease. Hence, the
gastroenterologist should be alert even after improvement of
abdominal symptoms.
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Complications and Risk Factors
Incomplete visualization of the small bowel is possible in
acute inﬂammatory swelling of the small bowel with con-
secutively impaired peristalsis. However, permanent retention
does not seem to be a relevant issue, although studies are
lacking.
Flexible endoscopy and biopsy may bear a higher risk of
perforation.
Alternatives
Transabdominal ultrasound and magnetic resonance imaging
may document small bowel thickening, ascites, and mor-
phologic signs of nephritis. Duodenal thickening has been
reported in single patients even before diagnosis could be
made by appearance of skin lesions.12 Skin biopsies of areas
with petechiae may be diagnostic by demonstrating leukocy-
toclastic vasculitis.
Key Learning Points
• Petechiae, arthralgia, abdominal pain, and nephritis are the
classical features of HSP.
• Typical age group for this rare disease are children.
• Manifestation in adults is possible. Renal manifestation
is the most severe complication requiring immunosup-
pressive therapy.
• Endoscopic features are involvement of long segments of
the small bowel with extensive hemorrhagic ulcerations.
Scripted Voiceover
Time
(min:sec)
Voiceover text
00:00 A 23-year-old woman presented with acute onset of
abdominal pain,y
00:09 y edema andy Petechiae.
00:15 Sonography showed ascites and thickened jejunal wall,
with hyperperfusion in power Doppler.
00:24 At upper gastrointestinal (GI) endoscopy, severe
hemorrhagic inﬂammation of the descending duodenum
was seen.
00:39 Colonoscopy was normal, howevery
00:47 y in the terminal ileum deep hemorrhagic ulcerations,
and edematous and erythematous mucosa could be
detected.
00:58 Small bowel capsule endoscopy was performed to
document the extent.
01:08 Edematous mucosa with y
01:12 y large ulcerations are visualized.
01:22 Although capsule transit time is almost one hour after
passage of the pylorus, localization trace documents the
position still in the duodenum.
01:38 Delayed capsule transit is due to thickened small bowel.
Prior test with a self-dissolving patency capsule had
correctly predicted uneventful passage of the capsule.
01:59 Between segments of severe inﬂammation, areas of
normal mucosa are seen.
02:11 The software feature of suspected blood indicator, guides
to red lesionsy
02:28 ylike these areas with the typical intestinal purpura in
Henoch Schoenlein disease.
02:45 Even small amounts of fresh blood are easily identiﬁed.
02:50 Push enteroscopy performed after improvement of
abdominal pain shows partial recovery but still
unspeciﬁc edema, irregular villous atrophy and white
villi.
03:06 However, progressive IgA-nephritis required
immunosuppressive therapy.
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